




 

 
FORWARD SURGICAL 

TEAM PATTERNS OF 

INJURY AND CURRENT 

TREATMENT 

Surgical Support for Low-Intensity 

Conflict, Limited Warfare, 

and Special Operations 



Points to be made 

 Scoop and run 

 18 delta corpsman 

 Resuscitation 

 Damage control or resusatative 

surgery 

 Non-operative rx 

 Permissive Hypotension 

 Resuscitative  or ER 

Thoracotmy 

 Pediatric Trauma 

 Mass Casulty 

 Body armour 

 Blast Injury 

 

 

 

 

  CHI TBI 

 Fast 

 Hypotensive Resuscitation 

 Whole blood 

 Torniquets 

 Vascular Shunts 

 Kwik clot  

 Factor 7 

 Vascular Access Sternum 

 Airways 

 Transfusion protocols 

 Medevac/Systems improvement 



Types of Injury 

 

 Blunt 

 Penetrating 

 Blast 

 

 

 

 

 

 

 …………………….. 

 IV access 

 



Main differences from civilian 

trauma 

 High operative rate = about 80% 

 No CT scans 

 No substances 

 High pediatric numbers approx 30% 

 High energy transfer, blast or assault 

weapons 

  Limited supplies = blood and oxygen 
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Afghanistan 



Forward Surgical Team 

Farah,Afghanistan 

 



FST Composition 

 2 General Surgeons 

 1 CT Surgeon 

  1 Ortho Surgeon 

  1 Combat Rheumatologist 

  2 Anesthesia Providers 

  1 OR Nurse, 2 Scrub Techs 

 Admin, Supply, Lab 



 Forward surgical teams are especially 

robust, 20-person teams that 

often are placed in isolated areas to support 

combat casualty care of SOF 

soldiers and to provide synergistic care of 

civilian trauma and disease and 

so assist, along with 18D medics, in the 

SOF mission of ‘‘winning the hearts 

and the minds of the indigenous 

population.’’ 

 

 





 



 





 



 



FST Facility 

 



 



 



Resus Room 

 



 



 



 



 



 



 



 



Atmospherics 

 Forward Operating Base Farah was on the 

border of RC South and RC West, 60 miles 

from Iranian border 

 Main hub for opium transport 

 Special Operations and Provincial 

Reconstruction Team 

 





Ambrose Pare 

 “The only people who gain from warfare 

are young surgeons” – Ambrose Paré 



And in the age of process 

improvement…. 

The next 

seriously injured 

patient 



Points to be made 

 

 JTTS = Joint Theater Trauma System 

 Medevac 

 Triage 

 Data Analysis and Process Improvement 

  Clinical Practice Guidelines 

 

 

 

 

 

 

 …………………….. 

 IV access 

 



 



 



 



 



 





CPG pertaining to creating 

CPG’s 

 1. Goal: Formalize process of creation and 

review 

 2. Background: CPG’s represent the 

matured best practices in war surgery. This 

is how we establish and codify those 

practices. 







Points to be made 

 18 Delta Corpsmen/Medics 

 Airways 

 IV access  

 Qwik clot  

 Tourniquets 

 Resuscitation 

 Permissive Hypotension 

 Resuscitative Thoracotmy 

 

 

 

 



 



 



 









 



 

 



 

 



 



 



 



That is what is new in 

airway, IV access and 

hemostasis 

What about putting 

fluids back in? 



Points to be made 

Resuscitation 

Permissive Hypotension 

Resuscitative Thoracotmy 

 

 

 

 



Resuscitation 

Avoidance of the Deadly 

Triad 

Whole Blood 

Fresh Frozen Plasma 

 

 

 

 

 



Deadly Triad 

Coagulopathy 

Acidosis 

Hypothermia 

 

 

 

 

 



 



What does over-resuscitation 

cause? 

 Dilutional Coagulapathy 

 Hypothermia 

 Re-bleeding in some instances 

 TRALI or other endothelial or immune 

system phenomeneon 



Permissive Hypotension 

 Maintain perfusion 

 Do not disrupt clot by over resuscitating 

 Avoids transfusion and transfusion 

associated complications 



 



 



 



 



 



 





Resuscitative Thoracotomy in 

Blunt Trauma 

 Civilian Dogma = Futile and Potentially 

Dangerous due to needle sticks and blood 

borne pathogens. 

 Military Setting = All Patients have regular 

testing for blood borne pathogens. 

 Left thoracotomy and occlusion of 

descending aorta 

 

 

 

 

 



 



 



 





What is new in blunt 

trauma? 

 FAST exam vs anyother imaging in 

unstable patient. 

 Head trauma treatment/CHI/TBI 

 Non-operative treatment of solid organ 

injury 

 

 



 



Resus Room 

 



 



 



 



 



 



 



 



Survivable Traumatic Brain 

Injury 

 Resuscitation, intubate 

 Aggressive treatment of hypoxia,  

hypotension and temperature elevation 

 Sedation, paralysis, transport 

 3% NaCl infusion 

 

 

 

 



 



 





 



 



 



 



 

 



 



 



What is new in blast 

trauma? 

 Maturation of injury recognition 

 Amputation 

 Blast neurotrauma 

 Acoustic injury 

 Lung injury 

 Bowel injury 

 

 



Vip visitors 

 



 





 



 



 



 



 



 



 



Delayed Blast Effects 

 Blast Lung injury – Direct consequence of 

overpressure blast wave. Most common 

fatal among initial blast injury survivors. 

 Early - Hemothorax, pneumothorax, 

pulmonary contusion, pulmonary 

hemorrhage   

 Late – Airway epithelial damage, aspiration 

pneumonitis, sepsis 

 

 



Delayed Blast Effects 

 Blast Gastrointestinal Injury – Direct 

consequence of overpressure blast wave 

transmitted to hollow viscus or solid 

intrabdominal organ.  

  Manifests as  shock with distended 

abdomen or delayd peritonitis with sepsis 

 

 





What is new in penetrating 

trauma? 

 Resuscitative Surgery 

 Vascular Shunts 

 

 



 



Resuscitative Surgery 

 Stop bleeding 

 Stop soilage 

 Correct physiology rather than anatomy 

 

 



 





 







Non-operative Management 

 Solid Organ 

 Blunt Trauma  

 Penetrating Trauma 

 









 

 



 

 



 

 



 

 



Future of Civilian Trauma? 

 Blunt and Non Hypotentsive Penetrating 

Trauma = Managed by special internists and 

interventional radiolodists 

 Hypotensive Blunt or Penetrating Trauma = 

Managed by Trauma Surgeons 



 


